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Introduction
Acute calcific tendinitis is commonly seen in the shoulders and the hips. Hands are unusual site of involvement and there is a high rate of misdiagnosis because of its uncommon occurrence and its clinical presentations mimicking other entities such as fracture, infectious and inflammatory causes. Unnecessary antibiotic therapy, invasive diagnostic procedures, hospitalisations, or even surgery may result. 1 We present a case of acute calcific tendinitis affecting the extensor pollicis longus and discuss the pearls and pitfalls in diagnosing and managing this infrequent but easily missed condition.
Case
A right-hand dominant 50 years old lady presented to the emergency department with a 2-day history of sudden onset of pain and swelling along the radial side of the distal phalanx of her left thumb. This was no history of trauma, fever, injury, or similar episodes of pain in the past. Physical examination showed soft tissue swelling over the dorsum of the distal phalanx of her left thumb with maximal tenderness just radial to the insertion of the extensor pollicis longus (Figures 1a and 1b ). She refused any movement of the interphalangeal joint (IPJ) as it was too painful. She was admitted for in-patient care and a provisional diagnosis of pyrogenic arthritis was made. Nonetheless, after revie wing the radiographs, amorphous calcifications over the radial-dorsal aspect of the IPJ were found (Figures 2a and 2b) , which corresponded to the maximum tender spot. Her white cell count, C-reactive protein level and the er ythrocyte sedimentation rate were all normal. Serum electrolytes including calcium and phosphate level were normal too. Based on all these findings, acute calcific tendinitis was diagnosed. Needle aspiration over the tender spot with a 16 Gauge needle did not yield anything. She was put on Ibuprofen 75 mg tid for one week. Her symptoms improved dramatically on the next day and she regained full range of movement of the IPJ (Figures  3a and 3b ).
Discussion
Acute calcific tendinitis causes acute inflammation in the periarticular regions. It is a disorder characterised by deposits of hydroxyapatite in the tendon. Typically, it is monoarticular and most commonly affects the shoulder followed by the hip, knee, elbow, wrist, and ankle joint. Typical presentations include sudden onset of pain, erythema, and decreased mobility of the affected region. The incidence in the hand and wrist was reported to be low. 2 However, the true incidence may be higher because of a lack of recognition by physicians of the clinical picture. 2 Flexor carpi ulnaris, the long finger flexors, followed by the long fingers extensors are common sites of involvement. 3 The condition is self-limiting; patients will usually have relief of symptoms within seven days and complete resolution in four weeks. 3 However, initial clinical presentations can be misleading and can lead to unnecessary treatments. An average of 13.1 days was reported by Moyer et al for correct diagnosis to be made. 4 Pyogenic tenosynovitis, septic arthritis, cellulitis, abscess, fracture and inflammatory arthritis are all possible differentials and the diagnosis of acute calcific tendinitis is usually neglected as the formers are far more common and familiar to clinicians.
Carroll et al postulated microvascular trauma and localised tissue hypoxia as the aetiology. 5 Calcium depositions take place in reaction to insult. Inflammation occurs during the resorptive phase and gives rise to the typical clinical presentations (pain, swelling, and erythema).
Treatments include splinting, NSAIDs, corticosteroid injections and needle aspiration, all provide uniformly good results. However, local corticosteroid injections give rise to most immediate relief. 1 The difficulties lie on the ways to differentiate it from other mimicking conditions. In infective conditions such as pyogenic tenosynovitis, septic arthritis and cellulitis, serum inflammatory markers are usually markedly raised. Calcifications on radiographs are late manifestations which do not occur in the acute stage. 3, 4, 6 For chronic gout, gouty trophus usually corresponds to the radiological finding of calcification and can easily be detected during physical examination. Subcortical erosions and cortical irregularities on radiographs are other clues. Inflammatory diseases such as rheumatoid arthritis, seronegative arthritis can be differentiated since they usually involve multiple symmetrical joints. When calcifications are present, they are usually multiple with associated joint pathologies such as narrowing of joint space and periarticular erosions. 
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Lack of trauma, fluffy appearance of the calcification and quick response to NSAID treatment help exclude avulsion fracture. 3, 4, 6 Lastly, calcification of the tendon on radiographs coinciding with the site of maximum tenderness on physical examination is pathognomonic. 1
Conclusion
Acute calcific tendinitis of the hand is an uncommon and easily overlooked condition. However, with awareness and understanding of this condition, it can be diagnosed with confidence and managed on an outpatient basis, avoiding unnecessary admissions, investigations and treatments.
